
ALAN J. ZEND D.O. 

7500 212TH ST SW  #201 

EDMONDS WA 98026 

  PHONE- 425 775 4437   FAX -425 771 2554 

MOTOR VEHICLE ACCIDENT DESCRIPTION REPORT 

 

NAME_____________________________________________________TODAY’S DATE_______________ 

AGE______DATE OF BIRTH ____/____/____     OCCUPATION____________________________________ 

DATE OF MVA ____/____/____TIME Of MVA ________AM/PM              

WEATHER CONDITIONS_______________________________ 

LOCATION OF MVA __________________________________ 

TYPE OF VEHICLE PATIENT IN__________________________ 

OTHER VEHICLE_____________________________________ 

WHERE SEATED IN VEHICLE____________________________ 

RESTRAINTS WORN  YES / NO 

DESCRIPTION OF MVA___________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

SPEED OF YOUR CAR______________  SPEED OF OTHER CAR____________________________ 

TICKET GIVEN YES / NO    WHO RECEIVED TICKET?_______________  WHY?_______________________ 

HEAD POSITION______________________________ HANDS POSITION_________________________ 

EMERGENCY TREATMENT YES / NO   WHERE________________________IF NOT WHY?______________ 

PRESCRIPTIONS GIVEN? YES / NO  WHAT____________________________________________________ 

X-RAYS TAKEN YES / NO    WHERE?____________________  OTHER TREATMENT – WHO & WHERE_____ 

_____________________________________________________________________________________ 

IMMEDIATE SYMPTOMS_________________________________________________________________ 

PRESENT SYMPTOMS____________________________________________________________________ 



TIME MISSED FROM WORK?______________________ DAMAGE TO YOUR VEHICLE_________________ 

COGNITIVE PROBLEMS__________________________________________________________________ 

EMOTIONAL PROBLEMS_________________________________________________________________ 

_____________________________________________________________________________________ 

PRIOR HISTORY OF SIMILAR INJURY OR SYMPTOMS___________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

PRE-EXISTING MEDICAL CONDITIONS_______________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

PATIENT SIGNATURE ___________________________________________________________________ 

DATE ____/____/____                                

 

 

 


